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VIA FEDEX RECEIVED

1llinois Health Facilities and Services Review Board
525 West Jefferson St. AUG 3 b 2017
Springfield, IL 62761

Attn: Mike Constantino, Chief — Program Review Section HEALTH FACILITIES &

SERVICES REVIEW BOARD
Re: Aurora Chicago Lakeshore Hospital, 4840 N. Marine Drive, Chicago, IL 60640

Dear Mr, Constantino,

We are writing 10 you in connection with the Certificate of Need Exemptian with respect to the
indirect change in ownership of the landlord of' Aurora Chicago Lakeshore Hospital, a skilled
nursing facility located at 4840 N. Marine Drive, Chicago, IL. 60640 (the “Facility”), copies of
which are attached at Attachment A for your reference. As previously announced, Care Capital
Properties, Inc., a healthcare real estate investment trust (“CCP”), previously owned, through its
indirectly and wholly-owned subsidiary CCP Lakeshore 4000 LLC (such subsidiary, the
“Propco™), the real property used to operate the Facility. CCP entered into a definitive agreement
pursuant to which it combined with Sabra Health Care REIT, Inc., another real estate investment
trust (“Sabra”), in an all-stock merger. As a result of this merger, Sabra became the indirect
owner, through the Propco, of the real property used to operate the Facility.

We hereby certify that the merger became effective on August 17, 2017. The transaction is now
complete according to the key terms detailed in the application for Certificate of Need
Exemption. Should you have questions or need clarification, please do not hesitate to contact me
by telephone at 215-994-2336 or by email at susan.hendrickson@dechert.com. We will attempt
to promptly provide you with any additional information you request. Thank you for your time
and attention to this matter.

Sincerely,

™

(@ (o loehol T Son W Hondiicls)
san M. Hendrickson
SMH

Enclosure

James J. Maring, Residani Managing Parinar
A Pennsytvania Limded Liablity Parnarship

US Austin Boston Charlotte Hartford Los Angeles New York Orange County Philadelphia Princeton San francisco Silicon Valley
Washington DC  EURQPE Brussels Dublin Frankfurt London Luxembourg Moscow Munich Paris  ASIA Beijing Hong Kong
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STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

525 WEST JEEFERSON ST. ® SPRINGFIELD, ILLINOIS 62761 e(217) 782-3516 FAX: (217} 785-4111

July 31, 2017

David Fletcher-Janzen, CEQ
Aurora Chicago Lakeshore Hospital
4840 N. Marine Drive

Chicago, lllincis 60640

RE: Change of Ownership

Exemplion: E-030-17, Aurora Chicago Lakeshore Hospital- Chicago, lllinois

Exemption Holder: CCP Lakeshore 4000, LLC - Sabra Health Care REIT, inc. - Aurora Chicago
Lakeshorc Hospital, LLC d/b/a Aurora Chicago Lakeshore Hospital

Owner of Physical Plant: CCP Lakeshore 4000, LLC

Entity 1o be Licensed: Aurora Chicago 1.akeshore Hospital, LLC d/b/a Aurora Chicago Lakeshore
Hospital

Dear Mr Niehaus:

On July 28, 2017, the Chairwoman of the Illinois Health Facilities and Services Review Board (State Board)
approvcd your request for a Change of Ownership. This approval was based upon the application's compliance
with applicable provisions of 77 lll. Adm. Code 1130.140 1130.520 and P.A. 99-0154. The change of
ownership is for Aurora Chicago Lakeshore Hospital, 4840 N. Marine Drive, Chicago, lllinois. The entity to
be licensed is Aurora Chicago Lakeshore Hospital, LLC d/b/a Aurora Chicago Lakeshore Hospital. The
excmption is for the sale or transfer of the physical plant and related assets of a health care facility not
resulting in a change of currcnt liceasce. The fair market value of the transaction is $ 0.

IT applicable, within 90 days of the closing date of the transaction, the cxemption holder must certify that it did
or did not complete the transaction according to the key terms detailed in the application. If any of the key
terms of the transaction changed, a new application will be requirced. Exemption holders who submiticd the
final transaction docurent along with their application merely need to notify the Staie Board of the date the
ownership changed. Please consider this letter our formal request for the aforementioncd informalion,

Please be advised that the Exemption is not transferable or assignable and that the State Board's approval does
nol cxempt the transaction from any other regulatory, certification or licensure requirements thal may be
applicable prior to this acquisition. Should the facility for which the Exemption was granted cease to be an
existing health care facility as dcfined in 77 Ill. Adm. Code | 130.140, this exemption will be invalid.

Should you have any questions or concerns please contact Juan Morado or Jeannie Mitchell of my staff at

Juan.Morado2@@illinois.gov or Jeannie Mitchcll@illinois.gov or 312.81 4.2678.

Sincerely,

“\W‘b Qe

Kathy Otson, Board Chair
1linois Health Facilities and Services Review Board
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June 30, 2017

VIA FEDEX

Hlinois Health Facilities and Services Review Board

525 West Jefferson St.

Springfield, IL 62761

Attn: Mike Constantino, Chief — Program Review Section

Re: Exemption - Change in Indircet Ownership of Physical Plant of Aurora Chicago
Lakeshore Hospital, 4840 N. Marine Drive, Chicago, IL 60640

Dear Mr. Constantino:

Please consider this letter a request for an exemption from the requirement to apply for a new
Certificate of Need as a result of an indisect change of control in CCP Lakeshore 4000 LLC (the
“Propco”), the real property owner of the above-referenced behavioral health hospital, Aurora
Chicago Lakeshore Hospital (the “Hospital”).

Care Capital Properties, Inc., a healthcare real cstate investment trust (“CCP”), currently owns,
through the Propco, the real property used to operate the [Hospital. CCP has entered into a
definitive agreement pursuant to which it will combine with Sabra Health Care REIT, Inc,,
anather real estate investment trust (“Sabra’™), in an all-stock merger. As a result of this merger,
Sabra will become the indirect owner, through the Propco, of the real property used to operate the
Hospital.

The direct owner of the real property of the Hospital will remain the same. There will be no
change to the licensed operators of the Hospital, and no impact on the day-to-day operations of
the Hospital. There will also be no impact on the existing lease arrangement between the owner
of the rcal property and the licensed operator. The transaction will result solely in a change in the
indirect ownership of the real property used to operate the Hospital.

Enclosed please find an exemption application for the Hospital reflecting the changes described
in this letter.

The transaction is currently anticipated to close on August 8, 2017. Based on your instructions,
CCP is providing this letier and the enclosed exemption application to your Section. In
accordance with the applicable provisions of 77 Ill. Adm. Code 1130. 140 1130.520 and P.A. 99-
0154, we request a determination that the indirect change in ownership of the physical plant used

James J. Marine, Resider Managing Purtnar
A Penniylvenia Limil ad Lishility Partnership

US Austin Bosten Charlotte Hartford Los Angeles New York QOrange County Philadetphia Princclon San Francisco Siiicon Valley
Washington DG EUROPE Brussols Dublin Frankfurl London Luxembourg Moscow Munich Pars  ASIA Beiling Hong Kong




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Aurora Chicago Lakeshore Hospital

Street Address: 4840 N. Marine Drive

City and Zip Code: Chicago 60640

County: Cook Heaith Service Area B Health Planning Area.

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: CCP Lakeshore 4000 LLC

Street Address: 18500 Von Karman Avenue Suite 550

City and Zip Code: _Irving, 92612

Name of Registered Agent: Ilinois Corporation Service Company

Registered Agent Street Address: 801 Adiai Stevenson Drive
Registered Agent City and Zip Code: Springfield, IL 62703

Name of Chief Execulive Officer: Richard K. Matros {President)

CEO Street Address: 18500 Von Karman Avenue Suite 550

CEO City and Zip Code: Irvine, 92612

CEO Telephone Number: (888) 393-8248

Type of Ownership of Applicants

O Non-profit Corporation | Partnership
O For-profit Corporation | Governmental
Limited Liability Company il Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lllinois certificate of good
standing.

s

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Talya Nevo-Hacohen

Title: Chief Investment Officer and Treasurer

Company Name: Sabra Heaith Care REIT, Inc.

Address: 18500 Von Karman Avenue Suite 550 Irvine, CA 92612

Telephone Number: (888) 393-8248

E-mail Address. tnevo@sabrahealth.com

Fax Number: (949) 679-8868

Additional Contact [Person who is also authorized to discuss the application for exemption
permit] NONE

Name:

Title:

Company Name:

Address:

Telephone Number:
E-mail Address:

Fax Number:
73535593.3. BUSINESS
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ILLINOIS HEALTH FAGILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Aurora Chicago Lakeshore Hospital

Street Address: 4840 N. Marine Drive

City and Zip Code: Chicago 60640

County: Cook Health Service Area 6 Health Planning Area:

Applicant{s) [Provide for each applicant (refér to Part 1130.220)]

Exact Legal Name: Sabra Health Care REIT, Inc.

Street Address: 18500 Von Karman Avenue Suite 550

City and Zip Code: _Irvine, 92612

Name of Registered Agent. None.

Registered Agent Street Address: N/A.

Registered Agent City and Zip Code: N/A.

Name of Chief Executive Officer: Richard K. Malros {President)

CEO Street Address: 18500 Von Karman Avenue Suite 550

CEO City and Zip Code: Irving, 92612

CEOQ Telephone Number:  (888) 393-8248

Type of Ownership of Applicants

O Non-profit Corporation O Partnership
For-profit Corporation ] Governmental
O Limited Liability Company ] Sole Proprietorship [ Other

o Corporations and limited iiability companies must provide an lllinols certificate of good
standing.
o Partnerships must provide the name of the state in which they are organized and the name and
address of & partner specifying whether each is a general or iimited partner.
S ST Lok, : Tk E i

Primary Contact [Person 1o receive ALL correspondence or inquiries]

Name: Talya Nevo-Hacohen

Title: Chief Investment Cfficet and Treasurer

Company Name: Sabra Health Care REIT, Inc.

Address: 18500 Von Karman Avenue Suite 550 Irvine, CA 92612

Telephone Number: (888) 393-8248

E-mail Address: tnevo@sabrahealth.com

| Fax Number. (949) 679-8868

Additional Contact [Person who is also authorized to discuss the application for exemption

permif] NONE
Name: )
Title:

Company Name:
Address:

Telephone Number:

E-mail Address:

Fax Number:

23539593.3.BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD " APPLICATION FOR PERMIT- 0112017 Edition
{LLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facllity/Project Identification

Facility Name: Aurora Chicago Lakeshore Hospital

Street Address: 4840 N. Marine Drive

City and Zip Code:_Chicago 60640

County: Cook Health Service Area 6 Health Planning Area:

Applicant(s) [Provide for each applicant {refer to Part 1130.220))

Exact Legal Name: Aurora Chicago Lakeshore Hospital, LLC d/b/a Aurora Chicago Lakeshore Hospital

Street Address: 4840 N. Marine Drive

City and Zip Code: Chicago 60840

Name of Registered Agent: Northwest Registered Agent

Registered Agent Street Address: 1900 E. Gaolf Road

Registered Agent City and Zip Code: Schaumburg 60173

Name of Ghief Executive Officer: David Fletcher-Janzen

CEO Street Address: 4840 N. Marine Drive

CEO City and Zip Code: Chicago, 60640

CEO Telephone Number: (773) 878-9700

Type of Ownership of Applicants

4 Non-profit Corporation | Partnership
4 For-profit Corporation W Governmental
Limited Liability Company | Sole Proprietorship U Other

o Corporations and limited liability companies must provide an lilinois certificate of good
standing.

o Partnerships must provide the name of the state in which they are organized and the name and
address of each partner specifying whether each is a eneral or limited partner.

U LR v 1

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Charles P. Sheets

Title: Shareholder

Company Name: Polsinelli PC

Address: 150 N. Riverside Plaza, Suite 3000 Chicago, IL 606085

Telephone Number: (312) 819-1900

E-mail Address: csheets@polsinelli.com

Fax Number: (312} 819-1910

Additionai Contact [Person who is also authorized to discuss the application for exemption
permit]

Name: Anne Cooper

Title: Altorney

Company Name: Polsinelli PC

Address; 150 N. Riverside Plaza, Suite 3000 - Chicago, IL 60606

Telephone Number: (312) 81 9-1900

E-mail Address: acooper@polsinelli.com

“Fax Number: (312)819-1910

23539593.3. BUSINESS

Page 3



ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Post Exemption Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON
MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED

AT 20 ILCS 3960]

Name: David Fletcher-Janzen

Titie: CEQ
| Company Name: Aurora Chicago Lakeshore Hospital
Address: 4840 N. Marine Drive Chicago 60640

Telephone Number: (773) 878-9700

E-maii Address:

Fax Number: (773) 634-4006

Site Ownership*
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: CCP Lakeshore 4000 LLC

Address of Site Owner:_191.N. Wacker Drive, # 1200, Chicago, 60606

Address or Legal D Site. 4840 N M
: & e " ! -

arine Drive Chicago, IL 60640
i p - - e o= 1 T2 ) b, G

Operating 1dentity/Licensee
[Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: Aurora Chicaga Lakeshore Hospital, LLC d/b/a Aurora Chicago L akeshore Hospital

Address: 4840 N. Marine Drive Chicago, iL 60640

. Non-profit Corporation M Partnership

7 For-profit Corporation 1 Governmental

Limited Liability Company 1 Sole Propristorship 1 Other -
o Corporations and iimited liability companies must provide an lliinois Certificate of Good Standing.

Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partrer.
Persons with 5 percent or greater interest in the licensee must be identified with the % of

“The address for the site owner, CCP Lakeshore 4000 LLC, will change to 18500 Von Karman Avenue,
Suite 550, irvine, CA 92612 as a resuit of the proposed indirect change of ownership, if approved.

23539593.3. BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)]

Part 1110 Classification:
Change of Ownership*

O Discontinuation of an Existing Health Care Facility
or of a category of service

| Estabiishment or expansion of a neonatal intensive
care or beds

* indirect Change of Ownership of the entity that owns the physicai piant of the licensed heaith care
facility. The licensee wiii remain the same, with no change in operations.

23539591 3. BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BCARD APPLICATION FOR PERMIT- 01/2017 Edition

2. Narrative Description

In the space below, provide a brief narrative description of the project. Explain WHAT is to be done in
State Board defined terms, NOT WHY it is being done. If the project site does NOT have a street
address, include a legal description of the site. Include the rationale regarding the project’s classification
as substantive or non-substantive. -

Care Capital Properties, Inc. ("CCP"), the applicant, currently owns, through its indirectly and whaolly-
owned subsidiary CCP Lakeshore 4000 LLC ("CCP Lakeshare”), the physical plant of Aurora Chicago
Lakeshore Hospital (sometimes referred to throughout this application as "Hospital") located at 4840 N,
Marine Drive, Chicago, lllinois. CCP has entered into a definitive agreement pursuant to which it will
combine with Sabra Health Care REIT, Inc., another real estate investment trust (“Sabra”), in an all-stock
merger. As a result of this merger, Sabra will become the owner of CCP Lakeshore and, therefore, will
become the indirect owner of the physical plant used to operate the Hospital. The Hospital is a 161 bed
behavioral health facility. The licensee, Aurora Chicago Lakeshore Hospital, LLC, will not change as a
result of the indirect change of ownership of the physical plant, and the operations will remain vested in
the licensee. CCP Lakeshore will continue to lease the physical plant to the Hospital.

The project is non-substantive as it proposes an indirect change of ownership of a health care facllity's
physical plant. :

23539593 3. BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERYICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Project Costs and Sources of Funds (Neonatal Intensive Care Services only)

Complete the following table listing afl costs (refer to Part 1120.1 10) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or doliar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must be

equal.

Project Costs and Sources of Funds
‘ USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Prepianning Costs N/A N/A N/A
Site Survey and Sail Investigation N/A N/A N/A
Site Preparation N/A N/A NfA
Off Site Work N/A N/A N/A
New Construction Gontracis N/A NIA NYA
Modernization Contracts N/A N/A N/A
Contingancies N/A NA N/A
Architectural/Enginsening Fees N/A N/A N/A
Consulting and Other Feas MN/A N/A N/A
Movable or Other Equiprnent (net in construction N/A N/A NfA
contracts)

Bond Issuance Expense (project refated) N/A N/A NIA
Net Interast Expense During Construction (project NIA N/A N/A
rolated)

Fair Market Valua of Leased Space or Equipment N/A N/A N/A
Other Costs To Be Capitalized N/A N/A N/A
Acquisition of Building or Other Property (excluding N/A N/A N/A
land)

TOTAL USES OF FUNDS N/A N/A NIA

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securitias N/A N/A N/A
Pladges N/A N/A A
Gifts end Bequests N/A NA N/A
Bond Issues (project retated) N/A NfA N/A
Mortgages N/A N/A N/A
Leases (fair market value) NIA NfA N/A
Governmaental Appropriations N/A N/A N/A
Grants N/A N/A N/A
Other Funds end Scurces N/A N/A N/A
TOTAL SOURCES OF FUNDS N/A N/A NIA
V Al

2 0 !*‘

L

23539593.3. BUSINESS
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JLLINO!S HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Editlon

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of ils Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager of member when two of more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist), and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behaif of CCP Lakeshore 4000 LLC*

in accordance with the requirements and procedures of the lilinols Health Facilities Pianning Act.
The undersigned certifies that he or she has the authority to execute and file this Appilcation on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided hersin, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned aiso certifies that the fee required for this appiication is
sent hergwith or will be paid upon request.

§)—G-'NAT E 7 SIGNATURE
Raymond J. Lewis Lor B. Wittman
PRINTED NAME PRINTED NAME
President Vice President and Treagurer
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subsgribed and swogn to before me Subscribed and swom to before me
this é&_ dayof WO€ 2047 this day of .20
S v o Signature of Notary
LAURA SMYTH
Sapl . Otticlsl Seal Seal

Notary Public - Stat of Winois
My Cammispion Expires Jul 12, 2020

*Insert the EXACT legal name of the applicant

23539593.2. BUSINESS
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APPLICATICN FOR PERMIT- 01/2017 Editlon

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

~ CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liabilily company, any two of its managers or members (or the sole
manager of member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behaif of CCP Lakeshore 4000 LLC*

in accordance with the requirements and procedures of the Hlinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is

sent herewith or will be paid upon request.

SIGNATURE SIGNATURE

Raymond J. Lewis Lori B. Wittman

PRINTED NAME PRINTED NAME

President Vice President and Treasurer
PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscribed 2nd swom to before me Subscrj and s to before me
this day of , 20 this day of f]g): .20 l
Signature of Notary Sigfiature of Notary v

Seal Sea LAURA SMYTH

*Ingert the EXACT legal name of the applicant

Otticial Seal

Notsry Public - State of Hiinoig
My Commiesion Expiras Jul 12, 2020

235395932, BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Editlon

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entily. Autharized
representatives are:

o in the case of a corporation, any two of ils officers or members of its Board of Directars;

o inthe case of a limited Rability company, any two of its managers or members {or the sole
manager or member when two or more managars or members do not exist),

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o in the case of estates and trusts, two of its beneficiaries {or the sole beneficiary when two or more
beneficiaries do not exist), and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Care Capital Properties, Inc.”

in accordance with the requirements and procedures of the lilincis Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Appilcation on
behalf of the applicant entity. The undersigned further certlfies that the data and information
provided herein, and appended hereto, are compiete and correct to the best of his or her
knowiedge and belief. The undersigned aiso certifies that the fee required for this appiication Is
sent herewith or wili be pafd upop request.

SIGNATURE
Rayixond J. Lewis Lori B, Wittman
PRINTED NAME PRINTED NAME
President Vice President arid Treasurer
PRINTED TITLE PRINTED TITLE
Natarization: Notarization:
Subscribed and sworn {o before me Subscribed and sworn to before me
thisagf_gday of .%EJ(\Z .20 ‘7 this day of ,20
Signituse.al bigiad : Signature of Notary
LAURA SMYTH
Sep " Official Seal Seal

Notary Public - State of {llinoia
My Commission Expires Jul 12, 2020

*Insert the EXACT legal name of the applicant

23539593.2 BUSINESS




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BUARD

CERTIFICATION

APPLICATION FOR PERMIT- 01/2017 Edition

The Application must be signed by the authorized representatives of the applicant entity. Authorized

representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two oF more managers or members do not exist);

o Inthe case of a partnership, two of its general partners (or the sole general partner, when two or

more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Care Capltal Properties, Inc.*

in accordance with the requirements and procedures of the illinols Health Faciiities Pianning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this appiication is

sent herewith or will be paid upon request.

SIGNATURE

Raymond J. Lewis
PRINTED NAME

President
PRINTED TITLE

Netarization:

Subscribed and sworn to before me

this day of .20
Signature of Notary
Seal

*Insert the EXACT legal nams of the appiicant

S

SIGNATURE

Lor B. Wittman
PRINTED NAME

Vice President and Treasurer
PRINTED TITLE

Notarization:
Subseri and swgrn 1o before me
this day of . gg)ﬂf .20 | /

Al fogt

Signat@re of Notary Y

Sed LAURA SMYTH
Official Seat
Notary Public - State of lllincis

My Commission Expires Jul 12, 2020

23539593.2 BUSINESS




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 04/2047 Edltlon

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o Inthe case of a partnership, two of its general partners {or the sole general pariner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Appiication is filed on the behalf of Aurora Chicago Lakeshore Hospital, LLC*

in accordance with the requirements and procedures of the illinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herewith or wiiTpe paid upon request. '

i ’ "~

| el s A

SIGNATURE! Y StGNATURE

David Fletcher-Janken Caro! Peart

PRINTED NAME PRINTED NAME

CEO CFO

PRINTED TITLE PRINTED TITLE

Notarization: Notanzation:

Subscribed and sworn to before me Subscribed and sworn to before me

this 3 _ day of Thuksds-{ . 201'F this 59 day of “Thursdesf 20

AL 0

Sighaylre of Notdry Signature of Netary

ey
ey

o d o o

Seal OFFICIAL SEAL sqal  OFFICIAL SEAL
LOWELLA HICKS LOWELLA HICKS

Notary Public - State of Ilinols Motary Public - State of [Jlino;
My Commisslon Expires February 03, 2020 My Commission Expires February 032323

ey
Mg e o

i i

23539593.1. BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two of more managers or members do not exist);

o inthe case of a partnership, two of its generai partners {or the sole generai partner, when two or
more general partners do not exist);

o Inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist), and

o inthe case of a sole proprietor, the individuai that is the proprietor.

This Application is filed on the behalf of Sabra Health Care REIT, Inc.*

in accordance with the requirements and proceduras of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and fite this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided hereln, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herewith or will be paid upon request.

WY

SIGNATURE SIGNATURE
Richard K. Matros

PRINTED NAME PRINTED NAME
President

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

A Notary Public or other officer compieting this certificate verifies only the identity of the individual who
signed the document to which this certificale is attached, and not the truthfulness, accuracy, or validity of

that document,
STATE OF CALIFORNIA )

COUNTY OF ORANGE )

Subscribed and sworn to (or affirmed) before me on this 29th day of Junc 2017 by
i , proved to me on the basis of satisfactory

Richard K, Matros _
evidence to be the person{s) who appeared before me.

SEE CALIFORNIA
JURATQ‘!TACHED
/ DATE 9/ INTL
Signature {Seal}

*insert the EXACT iegal name of the applicant

23539593 3. BUSINESS
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A notary public or other officer completing this
certificate verifies only the identity of the individual
who signed the document to which this certificate
is attached, and not the truthfulness, accuracy, or
validity of that document.

State of California
County of Orange

Subscribeg and swom to (or afﬁn'ned before e on thi
day of _3 [Lﬂ - ,2017 by 2 /%7

proved to me on the basis of satisfactory evidence to be the
person(s) who appeared before me.

TERESA D. LEWIS ,

Comu, # 2080748 i

umm nimac' a:l:g:m

'] cﬁﬁﬂfe'n ger. Y, 018 ‘ﬁw
(] ;

(Seal) Signatun




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 0112017 Edition

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of alimited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general pariners (or the sole general partner, when two or
more general partners do not exist),

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Sabra Health Care REIT, Inc.*

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complets and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herawith or will be paid upon request.

W—

SIGNATURE SIGNATURE
Talya Nevo-Hacohen

PRINTED NAME PRINTED NAME
Chief Investiment Officer and Treasurer

PRINTED TITLE PRINTED TITLE
Notarization: Nuotarization:

A Notary Public or other officer completing this certificate verifies only the identity of the individual who
signed the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of
that document.

STATE OF CALIFORNIA }

COUNTY OF ORANGE )

Subscribed and sworn to (or affirmed) before me on this 29th day of June_, 20_I7by

Talya Nevo-Hacohen , proved to me on the basis of satisfactory
evidence to be the person(s) who appeared before me. SEE CALIFORNIA
JURAT ATTACHED
— ,(9 BATEEBYIT NTLZ)
Signature « (Seal) Y
*Insert the EXACT legal narrie of the appticant a

23539593.3.BUSINESS
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A notary public or other officer completing this
certificate verifies only the identity of the individual
who signed the docurnent to which this certificate
is attached, and not the truthfulness, accuracy, or
validity of that document.

State of California
County of Orange

Subsctibed and sworn to (or affirmed) before me on this ;2 f
day of , 2017 , by
7o /v evo - fHocohen

proved td me on the basis of satisfactory ewdence to be the
person{#) who appeared before me.

TERESA D. LEWIS {

,{ ‘.»-

o ‘%, Comm. # 2080748

m ) WOTARY PURLIC- uuron
CousTy O Dnam =

} i o 9. 01 200 %

(Seal) ) Signature /{»/‘%




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

SECTION lil. BACKGROUND,‘ PURPOSE OF THE PROJECT, AND ALTERNATIVES
- INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation
with no project costs.

Background

READ THE REVIEW CRITERION and provide the following required information:
BACKGROUND OF APPLICANT

1. A listing of all health care facilities owned or operated by the applicant, including licensing, and
certification if applicable.

2. A certified listing of any adverse action taken against any facility owned and/or operated by the
applicant during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the
information submitted, including, but not limited to: officlal records of DPH or other State
agencies; the licensing or certification records of other states, when applicable; and the records of
nationally recognized accreditation organizations. Failure to provide such authorization shall
constiéute an abandonment or withdrawal of the application without any further action by
HFSRB.

4. If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information
requirements of this criterion. In such inslances, the applicant shall aitest that the information
was previously provided, cite the project number of the prior application, and cerlify thal no

changes have occurred regarding the information that has been previously provided. The

applicant is able to submit amendments to previously submitted information, as needed, to
update andfor clarify data.

235395533 BUSINESS
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

SECTION V. CHANGE OF OWNERSHIP (CHOW)

1130.520 Requirements for Exemptions Involving the Change of Ownership of a

APPLICATION FOR PERMIT- 01/2017 Editlon

Health Care Facility

1.

Prior to acquiring or entering into a contract to acquire an exlsting health care facility, a
person shall submit an application for exemption to HFSRB, submit the required
application-processing fee (see Section 1130.230) ‘and receive approval from HFSRE.

if the transaction is not completed according to the key terms submitted in the exemption

application, a new application is required.

READ the applicable review criteria outlined below and submit the required

_documentation (key terms) for the criteria:

APPLICABLE REVIEW CRITERIA

CHOW

1130.520(b)}{1XA) - Names of the parties

X

1130.520(b)(1)(B) - Background of the parties, which shail
include proof that the applicant is fit, willing, abie, and has the
qualifications, background and character to adequately provide a
proper standard of health service for the community by certifying
that no adverse action has been taken against the applicant by
the federal government, licensing or certifying bodies, or any
other agency of the State of lilinois against any health care
facillty owned or operated by the applicant, directly or indirectly,
within three years preceding the filing of the application.

X

1130.520(b)(1)(C) - Structure of the transaction

7130.520({b)(1)(D) - Name of the person who will be licensed or
certified entity after the transaction

1130.520(b)(1)(E) - List of the ownership or membership
interests in such licensed or certified entity both prior to and after
the transaction, including a description of the applicant's
organizational structure with a listing of controlling or subsidiary
persons.

1130.520(b){(1)(F) - Fair market value of assets to be
transferred.

1130.520(b)(1)(G) - The purchase price or other forms of
consideration to be provided for those assels. [20 ILCS
3960/8.5(a)]

7130.520(b)(2) - Affirmation that any projects for which permits
have been issued have been complsted or will be completed or
altered in accordance with the provisions of this Section

1130.520(b)(2) - If the ownership change is for a hospital,
affirmation that the facility will not adopt a more restrictive charity
care policy than the policy that was in effect one year prior to the
transaction. The hospltal must provide affirmation that the
compliant charity care policy will remain in effect for a two-year
period following the change of ownership transaction

1130.520(b){?) - A statement as to the anticipated benefits of

23539593.3. BUSINESS
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ILLINGIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

the proposed changes in ownership to the community

1130.520(b)(2) - The anticipated or potential cost savings, if X
any, that will result for the community and the facility because of
the change in ownership;

1130.520(b)(2) - A description of the facility's quality X
improvement program mechanism that will be utilized to assure

quality control;

1930.520(b)(2) - A description of the selection process that the X
acquiring entity will use to select the facility's governing body,;

1130.520(b)(2) - A stalement that the applicant has prepared a X
written response addressing the review criteria contained in 77 [Il.
Adm. Code 1110.240 and that the response is available for public
review on the premises of the heaith care facility

1130.520(b){2)- A description or summary of any proposed X
changes to the scope of services or levels of care currently
provided at the facility that are anticipated to occur within 24
months after acquisition.

Application for Change of Ownership Among Related Persons

When a change of ownership is among related persons, and there are no othar changes being proposed
al the health care facility that would otherwise require a permit or exemption under the Act, the applicant
shall submit an application consisting of a standard notice in a form set forth by the Board briefly
explaining the reasons for the proposed changs of ownarship. [20 ILCS 3960/8.5(a)]

23539593.3.BUSINESS
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ILLINDIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

ECTION VII. 1120.130 - FINANCIAL VIABILITY N/A

ere—

All the applicants and co-applicants shall be identified, specifying their roles in the
project funding or guarantesing the funding (sole responsibility or shared) and
percentage of participation in that funding.

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. A’ Bond rating or better

2. All of the projects capital expenditures are compietely funded through internal scurces

3. The applicant's current debt financing or projected debt financing is insured or anticipated to be
4,

insured by MBIA (Municipal_ Bond Insurance Association inc.) or equivalent
The applicant provides a third party surety bond or performance bond letter of credit from an A

rated guarantor.

See Section 1120.130 Financial Waiver for information 1o be provided

| AR 5'@90 MENGTATION ASTATTAGHMENT 17 IN-NIMERIC SEQUENTIALORPERFAFTERTHE!
FLAST PAGE OF THE APRLICS Moo w dxugd o F i RS
SR SR NS T St e £ el L e

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall
provide viability ratios for the latest three years for which audited financial statements are avallable
and for the first full fiscal year at target utilization, but no more than two years following project
completion. When the applicant's facility does not have facility specific financial statements and the
facility is a member of a health care system that has combined or consolidated financial statements, the
system's viability ratios shall be provided. If the health care system includes one or moré hospitals, the
system's viabllity ratios shall be evaluated for conformance with the applicable hospital standards.

a ) R L L B ,ﬂ.r_r' g i rl"i T‘v;:';rg "-
T THstre | Oy, ) Prolbeest
R A BN

| B T T Ry

2Ly S
et

O ieraricarantlor Pralistbd
S A i

F T N

A I T

s

Current Ratio

Net Margin Percentage

Percant Debt to Total
Capitalization

Projected Debt Service
Coverage

Days Cash on Hand

Cushion Ratio

Providelthe methodology and worksheets utilized in determining the ratios detailing the
calculation and applicable line item amounts from the financial statements. Complete a
separate table for each co-applicant and provide worksheets for each,

2. Variance

Applicants not in compliance with any of the viability ratios shall document that another
organization, public or private, shall assume the legal responsibility to meet the debt
obligations should the applicant default.

23539593 3. BUSINESS




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

SECTION X. CHARITY CARE INFORMATION (CHOW ONLY)

Charity Care information MUST be furnished for ALL projects [1120.20(c)].

1. All applicants and co-applicants' shall indicate the amount of charity care for the latest three
audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patisnt
revenue.

2. if the applicant owns or operates one or more facilities, the reporting shall be for each individual

facility located in lilinois. If charity care costs are reported on a consolidated basis, the applicant
shall provide documentation as to the cost of charity Care; the ratio of that charity care to the net
patient revenue for the consoiidated financial statemert; the allocation of charity care costs; and
the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shail submit the facilily's projected patient mix by payer
source, anticipated charity care expense and projected ratio of charity care to net patient revenue
by the end of its second year of operation.

Charity care” means care provided by a health care faciiity for which the provider does not expect
to recelve payment from the patient or a third-party payer (20 ILCS 3960/3). Charity Care must be

provided at cost.

A tabie in the followlng format must be provided for al! facilities as part of Attachment 41.

CHARITY CARE
Year Year Year

Net Patient Revenus
Amount of Charity Care
(charges)

Cost of Charity Care

215395933 BUSINESS




JLLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- $1/2017 Edition

After paginating the entire completed application indicate, in the chart below, the page
numbers for the included attachments:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant Idsntification including Certificate of Good Standing
2 | Site Ownershlip
3 | Persons with 5 parcent or greater interest in the licensee must be

identified with the % cf ownership.

Organizational Relationships {Organizational Chart) Certificate of
Good Standing Ete.

5 | Flood Piain Requirements

6 | Historic Preservation Act Reguirements

7 | Project and Sources of Funds ltemlzation
8

9

i

Finanglal Commitment Document if required
Cost Space Requirements

10 | Discontinuation

11 | Background of the Applicant 17-23
12 | Purpese of the Project .

13 | Altematives to the Project

Service Specific:
14 | Neonatal intensive Care Services
15 | Change of Ownership 24-29

Financial and Economic Feasibliilty:
! 16 | Availability of Funds

i 17 | Financial Waiver

[ 18 | Financia! Viability

19 | Economic Feasibllity

20 | Sefety Net Impact Statement

21 | Charity Care Information 30

23539593 3. BUSINESS




BACKGROUND OF APPLICANT
Aurora Chicago Lakeshore Hospital, LLC owns only Aurora Chicago Lakeshore Hospital.
Neither CCP Lakeshore, CCP nor Sabra operate any health care facilities in lfiinois,

Attached is the license for Aurora Chicago Lakeshore Hospital. Also attached are certificate of good
standing for the applicants.

As the proposed owner of CCP Lakeshore, Sabra is named as an applicant for this COE application.
Sabra does not do business in the State of lllinois. A Certificate of Geod Standing for Sabra, from the

state of its incorporation, Maryland, is attached.

23539593.3, BUSINESS
- Page 18 =




STATE OF MARYLAND
Department of Assessments and Taxation

I, MICHAEL L. HIGGS OF THE STATE DEPARTMENT OF ASSESSMENTS AND TAXATION OF THE
STATE OF MARYLAND, DO HEREBY CERTIFY THAT THE DEPARTMENT, BY LAWS OF THE
STATE, IS THE CUSTODIAN OF THE RECORDS OF THIS STATE RELATING TO THE

FORFEITURE OR SUSPENSION OF CORPORATIONS, OR THE RIGHTS OF CORPORATIONS TO
TRANSACT BUSINESS IN THIS STATE, AND THAT [ AM THE PROPER OFFICER TO EXECUTE

THIS CERTIFICATE.

[ FURTHER CERTIFY THAT SABRA HEALTH CARE REIT, INC. (D13560230), INCORPORATED
MAY 10, 2010, IS A CORPORATION DULY INCORPORATED AND EXISTING UNDER AND BY
VIRTUE OF THE LAWS OF MARYLAND AND THE CORPORATION HAS FILED ALL ANNUAL
REPORTS REQUIRED, HAS NO OUTSTANDING LATE FILING PENALTIES ON THOSE REPORTS,
AND HAS A RESIDENT AGENT. THEREFORE, THE CORPORATION IS AT THE TIME OF THIS
CERTIFICATE IN GOOD STANDING WITH THIS DEPARTMENT AND DULY AUTHORIZED TO
EXERCISE ALL THE POWERS RECITED IN ITS CHARTER OR CERTIFICATE OF
INCORPORATION, AND TO TRANSACT BUSINESS IN MARYLAND.

IN WITNESS WHEREOF, | HAVE HEREUNTO SUBSCRIBED MY SIGNATURE AND AFFIXED THE
SEAL OF THE STATE DEPARTMENT OF ASSESSMENTS AND TAXATION OF MARYLAND AT
BALTIMORE ON THIS JUNE 27, 2017.

Michael L. Higgs
Director

301 West Preston Street, Baltimore, Maryland 21201
Telephone Balto. Metro (410) 767-1340/ Outside Balto. Metro (§88) 246-5941
MRS (Maryland Relay Service) (800) 735-2258 TT/Voice

0010650472
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Delaware

The First State

I, JEFFREY K. BULLOCK, SECRETARY OF SIAIE OF TRE STATE OF
[ELAWARE, DO HEREPY CERTIFY "OCP LARKESHURE 4000 ILICT IS DULY FORMED
UNDRR THE LAWS OF THE QTM'EVOFW AND IS IN @20QD STANDING AND
HAS A LEGAL EXISTENGE SO FAR AS TRE RECORDS OF YHIS OFFICE SHOW, A§
or THE SEVENTERNTR DAY OF MARCH, A.D. 2017.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID “CCP LARWSEORE
4000 LLC™ MRS FORMED Of THE SIXTEENTH DAY OF MARCW, A.D. 2017,

AND I DO EEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN

ASSESSED 10 DRTE.

Authentication: 202213433
Date: 03-17-17

6349870 3300

SR¥ 20171822852
You may verify this contilicate online 8t corp.delbware gov/authuershiml

Attachment 11

.3.BUSINESS
235395933 page 20




Delaware

The First State

Pagat

I, JEFFREY W. BULLOCK, SECREYARY OF STATE OF THE STATE® OF

DELARART, DO HEREBY CERTIFY "CARE CAPITAL PROFERTIES, INC." IS BEULY

THCORPORATED URDER THE LANS OF THE STATE OF DELAWARE AND IS I¥ GOOD

STANDING AND HAS A LEGAL CORPORATE EXISTENCE S0 FAR AS THE RECORDS

OF THIS OFFICE SHOW, RS OF THE SEVENTEENITH DAY OF MARCH, A.D. 2017.

AND ¥ DO REREBY FURTHER CERTIfY THAT THE ANNUAL REPORTSE HAVE

BEEN FILED IO DATN.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "CARE CAPITAL

PRODPERTIES, INC.” WAS INCORFORATED ON THE SECOND IAY OF APRIL, A.D.

2015,

AND I DO HEREPHEY FURTHER CERTIFY THAT THE FRENCHISK TAXES HAVE

BEEN FAID TO DATE.

S722121 8300

SRE 20171828451 e
You may warity 1his certiicate onfine at corp.detmware. goefsuthver.shtml

o
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Authentication: 202214185
Dste: 03-17-17
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Eile Number 0073452-7

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Deparbment of

Business Services. I certify that
AURORA CHICAGO LAKESHORE HOSPITAL, LLC, HAVING ORGANIZED IN THE STATE
OF ILLINOIS ON JUNE 27, 2002, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS
OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS
IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF

ILLINGIS,

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

dayof MARCH AD. 2017

7 26 .,
Authentication #: 170TB01502 verifiatie unl 0X17/2018 M

Authanticaln ot L Awe.Cytstddvallineis.com
SECAETARY OF STATE

Attachment 11

.3.BUSINESS
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Aurora Chicago Lakeshare Hospital, LLC does hereby attest no adverse action has been taken against it
in the three (3) years preceding this application.

1n addition, it authorizes the HFSRB and IDPH to access information necessary to verify information
submitted in this application.

Y.

Havid Fletl:l?ef hzen, CEO

Subscribed and swom to before me
20§ f

this 1 day of Thursduf

:'j
Notdry PublicV
OFFICIAL SEAL
LOWELLA HICKS
Notary Public — State of lllinols

My Commlssion Expires February 03, 2020
e e s o e

et o

PGPy

Attachment 11
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CCP Lakeshore 4000 LLC does hereby attest no adverse action has been taken against it in the three (3)
years preceding this application.

In addition, it authorizes the HFSRB and IDPH to access infomation necessary to verify information

submitted in this application.
%

Sub nd sworn 1o before me \
this ay of

MW

Nr{;éry Public

LALIRA SMYTH
Otficial Seal

Nolary Public - State of Iiincis
My Commisgion Expires Jul 12, 2020

23539593.2 BUSINESS
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Sabra Health Care RE!T, Inc. does hereby attest no adverse action has been taken against it in the three
(3} years preceding this application.

In addition, it authorizes the HFSRB and IDPH to access information necessary to verify information
submitted in this application.

RS v

Richard K. Matros
President

A Notary Public or other officer completing this certificate verifies only the identity of the individual who
signed the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of
that document.

STATE OF CALIFCRNIA }

COUNTY OF ORANGE )

Subscribed and swom to (or affirmed) before me on this 29t day of Jun¢ 2017 by
Richard K. Matros , proved to me on the basis of satisfactory
evidence to be the person(s) who appeared before me.

SEE CALIFORNIA
JURAT ATTACHED _
DATE &/425/17 INFL ﬁ

Signature W (Seal)

23539593.3 BUSINESS Attachment 11




A notary public or other officer completing this
cettificate verifies only the identity of the individual
who signed the document to which this certificate
is attached, and not the truthfulness, accuracy, or
validity of that document.

State of California
County of Orange

Subscribed and swormn to (or affirmed) before me on this 2
day of _(Juhe . ,2017 by JK; .

proved to me on the basis of satisfactory evidence to be the
person{sywho appeared before me.

I 555 TTERESA O, LEWSS ¢
= AR\ Cown.§ 2080746 1
] 2) woTasy pisuE -CAUFORNA 21
a n cw?nm ooc:.?‘zm‘ ‘/w
v v ey ~—____'_,.-""
C/

{Seal) Signature ,/




Sabra Health Care REIT, Inc. does hereby attest no adverse action has been taken against it in the three
(3) years preceding this application.

In addition, it authorizes the HFSRB and IDPH to access information necessary to verify information
submilted in this application.

N ———

Talya Nevo-Hacohen
Chief Tnvestment Officer and Treasurer

A Notary Public or other officer completing this certificate verifies only the identity of the individual who
signed the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of
that document.

STATE OF CALIFORNIA )

COUNTY OF ORANGE )

Subscribed and sworn to (or affirmed) before me on this 2%th day of June , 2017, by
Talys Nevo-Hacohen , proved to me on the basis of satisfactory
evidence 1o be the person(s) who appeared befare me.

SEE CALIFORNIA
JURAT ATTACHED

DATE 43747 WL ZE}~

Signature-ﬁ/%tg {Seal)

23539593.3. BUSINESS Attachment 11
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A notary public or other officer completing this
certificate verifies only the identity of the individual
who signied the document to which this certificate
is attached, and not the truthfulness, accuracy, or
validity of that document.

State of California
County of Orange

Subscribad and swomn to (or affirmed) before me on this Z.Z
day of47:m € ,2017 , by

;_TOJch Neve ~ HQLOL\&/\_ '
proved to me on the basis of satisfactory evidence to be the
person(&] who appeared before me.

TERESA 0. LEWIS &
Cowu, # 2000748 o

Sl PURLIC -CALIFORN
1o < b A M A
e sty Cosn. €40, Ocr. 3, 2018 °g -
Signature




APPLICABLE REVIEW CRITERIA — 1130.520(b){1)(B)

No adverse action has been taken against applicant CCP Lakeshore 4000 LLC by the federal
government, ficensing or certifying bodies, or any other agency of the State of Illinois, or against any
health care facility owned or operated by it, directly or indirectly, within three (3) years preceding the filing

of this application.

CCP Lakeshore 4000 LLC

RAypriAd J. Lewsf, President

Sub and s to before me
th:s ay of
No\ﬁry Public

LAURA SMYTH
Ofiiclal Seal
Notary Public - State of lilinois

My Commission Expires Juf 12, 2020
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APPLICABLE REVIEW CRITERIA - 1130.520(b)(1}C)

CCP Lakeshore owns the physical plant of Aurora Chicago Lakeshore Hospital, located at 4840 N,
Marine Drive in Chicago, lllincis. Care Capital Properties, Inc. (“CCP"), the current indirect owner of CCP
Lakeshore will combine with Sabra in an all-stock merger, and as a result of this merger, Sabra will
bacome the owner of CCP Lakeshore and, therefore, wilt become the indirect owner of the physical plant
used to operate the Hospital.

23539593.3. BUSINESS Attachment 15
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APPLICABLE REVIEW CRITERIA - 1130.520(b)(1)(D and E)

The licensed entity, Aurora Chicago Lakeshore Hospital, will remain the same and its owner/operating
entity, Aurora Chicago Lakeshare Hospital, LLC, will remain the same.

The sole members of Aurora Chicago Lakeshore Hospital, LLC are Lakeshore Hospital Management and
Signature Healthcare Services. This will not change as a result of the change of ownership of the
physical plant.

Pre CHOW

Signature Healthcare Services Lakeshore Hospital Management, Inc.
90% 10%

N <

Aurora Chicago Lakeshore Hospital, LLC
Licensee

Post CHOW:

Signature Healthcare Services Lakeshore Hospital Management, Inc.
90% 10%

N\ <

Aurora Chicago Lakeshore Hospital, LLC
Licensee

The only change will be to the indirect owner of the physical plant. The owner/operatorflicensee will
remain the same.

23539593.3, BUSINESS Attachment 15




APPLICABLE REVIEW CRITERIA — 1130.520(b){1){F&G)

Fair Market Value of Assets

N/A

Attachment 15
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APPLICABLE REVIEW CRITERIA — 1130.520(b)(2)

All CON projects for which permits have been issued to the Hospital have been completed/obligated or
will be prior to the change of ownership of the physical plant.

The charity care policy of the Hospital will remain the same as it isfwas one(1) year prior to the
transaction and wilt not become more restrictive for a petiod of up to two (2) years subsequent thereto.

There will be no change to community benefit or cost savings as a result of the transaction, as it entails
solely the change of the owner of the Hospital's physical plant.

The quality improvement program and the manner of selection of the Hospital's Board of Directors will not
change as a result of the transaction.

A writlen response describing the transaction will be made available to the public.

There will be no decrease or material changes in services as a result of the transaction for a period of
twenty-four (24) months aft ¢ the transaction.

Aurpra Chibago La¥eshore Hospital, LLC
dfbla Aurora Chigado Lakeshore Hospital
by David Fletcher-Janzen, CEO

Subscribad and swom to before me
this &7 day of Thuws -l/ 201"

: OFFICIAL SEAL

) LOWELLA HICKS

1 Notary Public - Ztate of lllinois
4

My Commission Expires February 03, 2020

P i e e o
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CHARITY CARE INFORMATION

Aurora Chicago Lakeshore Hospital
CHARITY CARE
2016 2015 2014
Net Patlent Revenue $ 39,004,066 | $ 35,841,807 | § 27,420,079
Amount of Charity Care
(charges) $ 095,793 $2,400,316 | $ 2,838,097
Cost of Charity Care $585626 | $ 1,364,820 § 1,457.647
23539593.3. BUSINESS page 33
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